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Appendix A: Minnesota Care during Pregnancy and Delivery Logic Model
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Lack of support
for women,
infants, and
families
Persistent
systemic and
policy barriers
Difficulty
assessing quality
care and
equipped
providers

Lack of support
in communities
Access to holistic
care and services
Well-equipped
providers

Strategies

Expand family-focused,
community-based policy and
funding

Integrate services and
optimize cross-sector
collaboration

Strengthen and expand
culturally-responsive, trauma-
informed care

Activities

Collaborate across
government agencies,
including participating on the
Children’s Cabinet Healthy
Beginnings Work Group
Establish a learning
collaborative to build a
culture of health equity as a
foundation for our work
across disciplines

Implement and evaluate
model to screen mothers for
maternal risk factors during
child well visits

Strengthen and expand the
Minnesota Perinatal Quality
Collaborative (MNPQC)
Complete implicit bias training
with MNPQC

Address maternal opioid
misuse

Expand and improve
Minnesota Maternal Mortality
Review Project

Expand analysis of maternal
morbidity

Qutcomes

T interagency partnerships

T access to best practicesin
holistic and trauma-informed
care and services

T emphasis on fourth trimester
care

Shift in policies and funding to
address health equity

4 systemic barriers
Well-equipped providers

T maternal risk assessments

T collaboration across providers
T providers to care for maternal
opioid misuse

T interventions for maternal
hypertension

T community-led interventions
and programming for maternal
outcomes

T members of MNPQC
completing implicit bias training

T understanding of causes of
maternal mortality
Data-driven interventions to
address maternal outcomes

Impact

T adverse birth outcome
disparities for racial/ethnic
and rural communities

1 infants born with NAS

T improve coordination of
care throughout the state
T access for treatment
during and after
pregnancy

Have externally facing
data for communities to
access

1 maternal/infant
morbidity and mortality

T workforce to provide
family-focused informed
care

Narrow the gap disparities
amongst women of color



Appendix B: Minnesota Infant Mortality Logic Model
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Infant mortality
rate 4.5 per
1,000 live births
(2016)— 29%
decrease since
1990

While MN’s
overall infant

mortality rate has

decreased,
disparities have
remained
constant.

Rate is over 2
times greater for
infants born to
African American
and American
Indian mothers

Strategies

Apply culturally-specific,
community-based best
practices

Improve data collection and
evaluation

Facilitate policy and systems
changes to reduce infant
mortality

Activities

Consistent and inclusive
safe sleep messaging
Expand community-based
infant mortality education
Train partners on
breastfeeding and safe
sleep

Safe sleep campaign to
highest at risk
Increase availahility of
lactation education
and support

Expand WIC Peer
Breastfeeding
Programs

Support local
breastfeeding
coalitions

Improve data sharing
related to infant mortality
Establish Fetal and Infant
Mortality Review

Provide technical
assistance and support to
hospitals to become Safe
Sleep and MDH
Breastfeeding-Friendly
Maternity Center certified

Qutcomes

T reach of safe sleep and
breastfeeding materials to
at-risk or underserved
populations

Partner organizations are
promoting safe sleep
messages

T # of women receiving
lactation education and
support

T # of women receiving
support via WIC Peer
Breastfeeding Programs

Datais shared amongst
partners

T understanding of
circumstances around
infant deaths

T #of hospitals Safe Sleep
Certified

T #of hospitals Baby-
Friendly Certified

T 9% of infants born in Safe
Sleep Certified or MDH
Breastfeeding-Friendly
Maternity Centers

Impact

Infants & Families

1 sudden unexpected
infant death (SUID) rate
! disparities in SUID rates
for African Americans and
American Indians

T infants placed to sleep
on back

T exclusive breastfeeding

Communities

Change in community
norms and practices
around safe sleep and
breastfeeding

Systems

Equal access to services
regardless of where family
lives or their race/culture
i’ stigma

Data-driven decisions



Appendix C: Minnesota Comprehensive Early Childhood Systems Logic Model
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Significant
challenges
implementing
coordinated,
equitable, &
efficient system
Programs are
complex &
fragmented
Servicesare
unavailable,
unknown, or hard
to access
Disparities in
screening rates &
service utilization
based on race,
geography, etc.

Strategies

Coordinate and implement
accessto comprehensive,
family-centered services for
young children & their
families throughthe
development of online

navigation & referral systems

and supportive community
partnerships

Maximize & increase funding

to support statewide
programs that serve families

who are pregnant &
parenting young children

Activities

Launch Minnesota Help
Me Connect online
navigator and referral
system

Collaborate on
implementation of
community-level hubs
Partner on Community
Solutions for Healthy Child
Development Grant
Program

Implement Follow Along
Program

Implement electronic
access to developmental
& social-emotional
screening

Pilot test collaborative
electronic screening
access between LPH &
primary care providers
Explore implementation of
universal, evidence-based
family home visiting

Outcomes

T referrals to early
childhood services

i) knowledge of services &
supports

T community engagement
T collaboration amongst
partners

T children receiving
screening (electronically)
T connections between
screening providers (LPH,
primary care, etc.)

T collaboration amongst
partners

T connections of families
to family home visiting

Impact

Children:

Receive screening,
evaluation, & timely
diagnosis

Receive early intervention
services

T healthy, happy children
T kindergarten readiness

Families

Families are financially &
emotionally supported
T quality of life / well-
being

Families are supported &
considered experts

Systems

l disparities in accessing
care

More effective electronic
systems
Community-developed
solutions

No wrong door to access
services

Flexible funding

Equal access to services
regardless of where family
lives or their race/culture



Appendix D: Minnesota Adolescent Suicide Logic Model
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MN has higher
rates of
adolescentsuicide
than national
averages

Many factors
increase risk of
suicide —including
historicaltrauma,
living in poverty,
childhood
adversity, lack of
access to mental
health services,
and experiencing
interpersonal
violence
AmericanIndian
population has
suicide rate of
38.6 per 100,000
adolescents,
significantly
higher than other
groups

Strategies

Empower youth, young
adults, families, and
communities to
meaningfully engage in
creating solutionsto
prevent suicide

Expand andimprove
postvention supports
(activities that reduce risk
and promote healing after
a suicide deathor
attempt)

Activities

Partner with MDH Suicide
Prevention Unit to implement
strategies from MN Suicide
prevention State Plan
Implement MN Partnership for
Adolescent and Young Adult
Health Strategic Plan

Facilitate ColIN project
addressing adolescent and
young adult depression in
primary care

Increase help-seeking behaviors
in youth

Partner with Minnesota
Personal Responsibility
Education Program grantees
Support schools to identify and
partner with community
resources to access appropriate
and timely services for youth
Promote and train communities
and agencies in Making
Authentic Connections

Partner to provide trainings and
technical assistanceto
communities dealing with the
impact of a death from suicide

Outcomes

Alignment of MDH suicide

prevention and
adolescent health work
T high quality, teen-
friendly health care
practice

1 mental health/
depression screenings
conducted

T help seeking behaviors
in adolescents and young
adults

T partnerships between
schools, community
agencies, and public
health

T adolescents with
connections with
supportive adults

T knowledge of
postvention supports

T partnership between
MDH Suicide Prevention
Team and CFH Division

Impact

Adolescents and Young Adults

1 adolescent suicides

i’ disparities in suicide
rates

1 barriers to help seeking
behaviors

T adolescent well-visits
T adolescent resilience
and well-being

Communities

Communities equipped to
prevent and respond to
adolescent suicide



Appendix E: Minnesota Access to Services and Supports for CYSHN and Families Logic Model
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17.7% children &
youth in MN with
special health
needs

Difficulty
accessing
culturally-
responsive,
family-centered
supports

Varied availability
of supports
dependingon
where family lives
Systems are
‘siloed’ & complex
Out-of-pocket
costs are high /
fundingis
inadequate

Poor well-being/
quality of life of
CYSHN & families

Strategies

Enhance centralized
resources to improve
knowledge of services &
supports

Build capacity of communities

by cultivating knowledge &
improving collaboration

Construct a competent &

well-compensated workforce

Activities

Develop / enhance
centralized resources
(resource directories)
LPH assessments and
follow-up

Interagency partnerships

Pediatric care
coordination community
of practice
Parent-to-Parent Support
Training for workforce &
families on insurance /
financing

Community Forum for
CYSHN/Disabilities

Relationship with MN
Medicaid

Support organizations in
rebuilding after COVID-19
pandemic

Advocate for policy/rule
change & increased
reimbursement

Outcomes

Coordinated, centralized
resources

T knowledge of services &
supports

T referrals / linkages

T relationships & trust
amongst state agencies

T collaboration between
care coordinators

T families connected to
support

T confidence of families
in ability to navigate
system

T knowledge of insurance
/ financing

1T collaboration amongst
partners

T partnership with
Medicaid

Organizations able to
continue to serve families
T community
partnerships

Materials developed for
partners to use in
advocacy work

Impact

Happy & healthy CYSHN &

families

CYSHN

T adequate insurance
Optimal health outcomes
T quality of life / well-
being

[’ disparities in accessing
care

Receive services in
coordinated way

Families

Families at center of
system

Parents seen as expert on
child

T quality of life / well-
being

Families are supported

Systems

Family-centered,
strengths-based, &
integrated systems
Well-functioning system
Appropriately trained &
compensated workforce
Cohesive & appropriate
funding

Equal access to services
regardless of where child
/ family lives



Appendix F: Minnesota Accessible and Affordable Health Care Logic Model
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Communities
experience racism,
ableism, xenophobia,
and other forms of
discrimination in
health care settings
and related systems
Minnesota has
persistent disparities
in health care
accessibility,
affordability, and
health outcomes
Health care settings
are difficult to access
for many reasons,
including cost,
location, and siloed
system structures
The guality of health
care, including family
planning, does not
meet the
individualized,
culturally-specific
needs of the
community

Strategies

Recognize and reduce
systemic racism,
discrimination, and
marginalization in health
care

Expand access to health care

by increasing availability of
community-based and
remote services

Improve the quality of health
care by promoting person and

family-centered health care

Activities

Monitor and report data on racial
and linguistic diversity of health
care providers in Minnesota
Promotion and training of
accessibility and health care and
other community settings for
children and adults with
disabilities

Provide roadmap/technical
assistance to expand opportunities
for collaboration between the
health care system and schools
Assess and promote accessible
and barrier free access to
telemedicine and other remote
methods of health care for MCH
populations

Facilitate access to family planning,
with special attention to youth,
rural areas, and communities of
color and American Indians
Understand and enhance
statewide availability and use of
community health workers and
other cultural brokers

Train health care professionals on
how to interact with and provide
care to patients and families with
neurological differences and other
disabilities

Outcomes

« T racialand linguistic

diversity of providers

T ADA compliance and
reported accessibility of
health care settings for
children/families with
disabilities

T collaboration between
health systems and
schools

T uptake of telemedicine
in MCH populations

T access to family
planning, especially in
BIPOC and rural youth

T utilization of CHWs and
related brokers

T number of providers
with knowledge
competencies related to
providing care for persons
with disabilities

Impact

T accessto
comprehensive,
quality health care
services, including
family planning, that
are available and
affordable for all



Appendix G: Minnesota American Indian Family Health Logic Model
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American Indian
women, children,
and families
experience worse
outcomes than
other populations.
Disparities are
caused by
historical trauma,
racism, and
continued colonial
practices and
policies
American Indian
women are 7.8
times more likely
to die during
pregnancy/within
1 year after
delivery
American Indian
children more
likely to live in
poverty, grow up
in single parent
families, and be
placed in out-of-
home care

Strategies

Increase accessto culturally-
specific health services

Mandate cultural proficiency
defined by the community

Shift power and policies to
address structural racism

Activities

Collaborate with partners
to support training of
American Indian doulas and
community health workers
Support family-centered
evidence-based programs
and practices that are
normed in the American
Indian community (i.e.,
Family Spirit Family Home
Visiting (FHV) Model)

Review current “Tribal
State Relations” training for
continued relevance and
document goals related to
employee participation
Work with MN DHS to
develop specific training for
working with tribal
communities

Evaluate satisfaction and
efficacy of pilot project to
shift reports to oral and in-
person methodology.
Develop RFP processes that
demonstrate a knowledge
of American Indian
communities and their
norms and values

Qutcomes

T # of American Indian
doulas, community health
workers, and lactation
specialists

T # families receiving
Family Spirit or other
culturally-normed
evidence-based FHV
models

T and sustained
collaboration with
organizations providing
proven support to the
American Indian
community

T # of employees
completing “Tribal State
Relations” training

T # of persons trained on
working with tribal
communities

T # of reports shifted to
oral/in-person
presentations

T # of RFPs that
demonstrate knowledge of
American Indian
Community

Impact

Reduced disparities
experienced by American
Indian women, children, and
families

Families

* Receive culturally-
informed, strengths-based
programs

* Healthy development of
children

« T parenting knowledge and
skills

Systems

» T knowledge, competency,
& skills of workforce in
working with American
Indian populations

+ Policies and legislation are
responsive to needs of
American Indian families

+ Grants awarded/program
funding is allocated to
tribes

= Structural racism is
addressed



Appendix H: Minnesota Mental Well-Being Logic Model
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41.4% of children
ages 6-17 were
reported by
parents to be
flourishing.
Isolation and
loneliness is
rampant and
increasing given
COVID-19.
Communities are
looking for tools
and support to
address trauma
and promote well-
being.

Dominant
narrative about
mental health
continues to drive
state and local
efforts.

Strategies to
promote mental
well-being are not
adequately
reflected in
policies, systems
or structures

Strategies

Help communities build
capacity and resilience

Implement a public health
communications campaign on
mental wellbeing acrossthe
lifespan

Advocate for legislative
policies that promote for
mental well-being for
everyone

Activities

Establish Minnesota
Community Learning
Resilience Cohort (CLRC).
Develop outreach plan for
MN Thrives tool.

Build support for expanding
community-based well-
being models.

Expand understanding of
key research and current
strategies.

Partner on sharing trauma-
informed toolkit and
training modules.

Identify opportunities to
develop and implement
formal marketing
campaigns.

Partner to identify
legislative priorities to
support well-being.
Include recommendations
in the 2021 State Mental
Health Advisory Council
Report.

Help identify local policies
that SHIP grantees can
work toward that support
mental well-being.

Qutcomes

Shared vision across state
partners on community
resilience process.
Comprehensive community
inventory that informs local
and state efforts.

Expanded awareness and
funding for community-
based well-being initiatives.

T in messaging and
effectiveness for different
audiences.

T public knowledge about
strategies to support
mental well-being.

T public support and
demand for mental health
promotion tools, resources,
and strategies.

Well-being policy agenda
T # external organization
advocacy for mental well-
being and community
resilience.

T # of communities and
organizations
implementing identified
well-being policies.

Impact

Individuals, families,
communities, and
organizationsimplementing
mental well-being practices
and policies

Improved social
connectedness and emotional
skills, positive identity and
other mental well-being
components

Reduced disparities across
race and LGBTQ populations

Families and communities
have more resources to thrive



Appendix |: Minnesota Parent and Caregiver Support Logic Model
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65% MN children
have parents who
report they're
coping very well
with demands of
parenthood

Half of parents of
young children
feel they have
inadequate
support when
they feel stressed
Parents/
caregivers feel
isolated

Lack of wages,
employer
flexibility, paid
leave

Lack of culturally-
relevant,
geographic
specific resources
Stigma against
asking for help

Strategies

Advocate forredesign of
policies and programs to
better support families

Build capacity of public health
professionals to help improve
mental health, well-being,
and resilience of families

Build supports for multi-
faceted ways for parentsand
caregivers to connect with
one another

Activities

Advocate for policies that
promate well-being
Coordinate between Title
V and family home visiting
(FHV) to ensure more
families are served

Trainings and supporting
implementation of best
practices

Maximize technology to
increase communication
amongst families

Connect families to family-
to-family support
Incentivize or provide
scholarships for families to
participatein trainings

10

Qutcomes

T family-friendly policies
T coordination between
Title V and FHV

T at-risk families receiving
home visiting services

T knowledge of best
practices

T collaboration amongst
partners

T communications
between families

T families receiving parent
support

T families attending
conferences/trainings

Impact

Families

Families at center of
system

Parents / caregivers are
financially and emotionally
supported

T quality of life / well-
being

Parents are advocates for
themselves and amongst
themselves

Families are supported

Systems

Policies and legislation is
family-friendly

Employers provide
flexibility, living wages,
and paid leave

Services and supports are
adequately funded

Equal access to supports
regardless of where family
lives or their race/culture



